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ABSTRACT 
Human immunodeficiency virus (HIV) and acquired immunodeficiency 
syndrome (AIDS) are ailments that have a social and political impact in the U.S.  
Since their discovery more than three decades ago, there has been an intense 
focus on eradicating these deadly diseases.  Although there has been a lot of 
progress in the fight against HIV and AIDS, there are communities still 
disproportionately affected by it.  Based on data from the Center for Disease 
Control and Prevention (CDC), one such community is young adults age 20 to 24 
(CDC, 2016a).  These young adults are at the focal center of the HIV/AIDS 
epidemic for various reasons; yet, this group is often overlooked in HIV literature 
and prevention/intervention strategies.  Additionally, this community is known for 
inconsistent condom use, although there have been countless public service 
announcements (PSAs) and interventions promoting the use of condoms as a 
means of preventing not only unwanted pregnancy but the contraction of sexual 
transmitted infections (STIs) including HIV/AIDS.  The aim of the current study 
was to test a comprehensive moderated mediation model and assess factors 
associated with condom use among early young adults age 18 to 24 above and 
beyond known variables such as age, gender, and ethnicity/race.  These 
variables included participants’ age of sexual debut, number of lifetime sexual 
partners, perceived threat of contracting STIs and HIV/AIDS, and exposure to 
cues to action as predictors of condom use.  The decision to expand the study to 
assess condom use among early young adults (18 -24) as opposed to focusing 
iv 
exclusively on young adults (20 -24) was based on early young adults being less 
likely to be tested for HIV compared to other age groups (CDC, 2008).  For the 
moderated mediation model, I drew on the health belief model (HBM) and tested 
whether 1) the relationship between sexual debut and condom use was mediated 
by number of lifetime sexual partnerships, and 2) the relationships between 
sexual debut and the mediator were moderated by perceived threat, and whether 
the relationships between the mediator and condom use was moderated by 
perceived threat and cues to action.  The full model was not supported.  The 
implication of this study is that more current research is needed to understand 
early young adults and their condom use, as they are a community that is most 
vulnerable to HIV/AIDS and a key component in the fight against this disease.  
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CHAPTER ONE 
INTRODUCTION 
 
In 2015, young adults (i.e., 20 to 24 year olds) constituted only 7 percent 
of the U.S. population (U.S. Census Bureau, Population Division, 2016) but 
accounted for 18 percent of all human immunodeficiency virus (HIV) cases 
(CDC, 2016a).  This population has been disproportionally represented in HIV 
annual incidence rates over the course of several years that have either 
increased or remained stable (CDC, 2016a).  Young adults are not only overly 
represented in HIV incidence rates but are also overrepresented in sexually 
transmitted infections (STIs) incidence rates as well.  Of the reported U.S. 
gonorrhea and chlamydia cases in 2014, youths and young adults accounted for 
more than 50 percent of these cases with young adults making up more than half 
of that percentage (CDC, 2014).  Diagnosis of an STI increases the likelihood of 
HIV infection.  Thus, the increased prevalence of STIs in young adults is a likely 
contributor to their disproportionate representation in HIV/AIDS statistics.  Based 
on studies assessing condom use among various age groups (see Nasrullah, 
Oraka, Chavez, Johnson, & Dinenno, 2017), a plausible explanation for young 
adults’ high rate of STIs and by extension HIV is the fact that they are less likely 
(relative to older adults) to use a condom during sexual intercourse. 
A strategy endorsed by the medical community to prevent new incidences 
of HIV (and other sexually transmitted infections) is to promote the use of 
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condoms.  This has been accomplished through public service announcements 
(PSAs), commercials sponsored by governmental agencies, medical 
organizations, and condom manufactures (e.g. Trojan), and health centers/clinics 
providing easy access to condoms (CDC, 2017; SMAIF, 2017) 
 The research community has aided in the promotion of condom use 
through their studies of factors associated with condom use as well as utilized 
health behavior models such as the health belief model (HBM) to explain condom 
use or condom use intention.  It is through their work, condom use promotion 
efforts are being modified to better target individuals less likely to use condoms 
(e.g. youths, and early and young adults).  My goal in the current study is to 
extend research on the HBM by integrating it with research concerning two 
aspects of people’s sexual history: their age of sexual debut and number of 
sexual partners.  Both of these factors have been shown to predict condom use. 
Sexual Debut and Condom Use  
Multiple studies have illustrated a positive relationship between sexual 
debut age and condom use (Morris et al., 2014; Ngome, 2016), and 
contraceptive inconsistency (Magnusson, Masho, & Lapane, 2012).  These 
studies, such as Li et al. (2015), Shrestha, Karki, and Copenhaver (2015), and 
Yotebieng, Halpern, Mitchell, and Adimora (2009), have reported early sexual 
debut initiators (ESDIs) used condoms less frequently relative to later sexual 
debut initiators (LSDIs).  Early sexual debut is commonly defined as having 
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sexual intercourse for the first time at or before the ages of 13 to 16.  Other 
research that examines the age of debut incrementally have found a similar 
positive relationship between age of sexual debut and condom use.  For 
example, Yotebieng and colleagues (2009) found that each year of delay in 
sexual debut increased the likelihood of condom use at first sex by 1.44 times. 
Sexual Debut and Multiple Lifetime Sexual Partnerships  
In addition to studies demonstrating a positive relationship between sexual 
debut age and condom use consistency, research has illustrated a negative 
association between sexual debut and number of lifetime sexual/multiple sexual 
partnerships (Baumann et al., 2011; Sneed, 2009).  These studies have reported 
a higher number of lifetime sexual partnerships among ESDIs than LSDIs 
(Baumann et al., 2011; Jensen et al., 2011; Li et al., 2015; Ma et al., 2009a; 
Noubiap et al., 2015; Pettifor et al., 2004; Rissel et al., 2003; Santelli et al., 
1998).  An explanation as to why ESDIs report having more sexual partnerships 
than LSDIs lies in the fact that ESDIs have been sexual active for a longer of 
period of time compared LSDIs, and so they are more likely to report a higher 
number of sexual partnerships.  There is also evidence that youth who engage in 
early sexual debut initiation tend to engage in riskier health behaviors, including 
low condom use and have an increased number of sexual partners (O'Donnell, 
O'Donnell, & Stueve, 2001).  In any case, regardless of the reason, the evidence 
suggests that age of sexual debut is positively associated with condom use.   
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Multiple Lifetime Sexual Partnerships and Condom Use 
Multiple lifetime sexual partnerships have not only been associated with 
sexual debut but associated with condom use consistency as well (Chialepeh & 
Susuman 2015; Mehra, Ostergren, Ekman, & Agardh, 2014; Noubiap et al., 
2015; Tarkang, 2013a).  For example, Richter, Valois, McKeown, and Vincent 
(1993) found that among high school students, a higher number of sexual 
partners since sexual debut was associated with reduced condom use.  Across 
studies, there is consistent evidence that youth who engage in the risky behavior 
of having multiple sex partnerships are also likely to engage in the risk behavior 
of not using condoms. 
Sexual History and Condom Use 
 The established relationships among age of sexual debut, number of 
sexual partners, and condom use indicate that youths’ sexual history is related to 
their condom use.  The pattern of relationships also offers the possibility that the 
association between age of sexual debut and condom use occurs through 
number of sexual partners.  That is, one reason sex at a younger age is 
associated with reduced condom use is that the younger a person is when they 
have sex, the more likely they are to continue having sex and as a result have a 
greater number of sexual partners across their lifetime (see Santelli et al., 1998).  
That type of risky sexual behavior is then related to other risky sexual behaviors, 
including not using condoms.  Although there is clear empirical support showing 
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that the sexual history factors are related both to each other and to condom use, 
the strength of these relationship may vary, however, depending on the extent to 
which condoms are psychologically salient.  Two factors that can contribute to 
salience include the degree to which the youth feel personally threatened to 
sexual infections and their exposure to cues to action that promote condom use.  
Both of these factors are key constructs in the HBM. 
Health Belief Model 
The health belief model (HBM) has been used in numerous studies to 
explain health-related behaviors such as HIV testing (Ratcliff, Zlotnick, Cu-Uvin, 
Payne, Sly, & Flanigan, 2012) and condom use behavior (Basen-Engquist, 
1992).  It was developed in the1950s as an effort to comprehend why individuals 
failed to participate in preventive and disease detection programs (Fisher & 
Fisher, 2000).  Later on, the model was extended to include people’s responses 
to symptoms (Kirscht, 1974) and adherence to medical regimes (Becker, 1974).  
The primarily purpose of the HBM is to explain why individuals fail to take 
preventive measures despite obvious health risks (e.g. screening behaviors, 
contraceptive use behaviors, and adherence/compliance with medication 
regimen behaviors).  According to Champion and Skinner (2008) the HBM 
consists of six constructs. 
• Perceived susceptibility - the belief regarding the probability of 
contracting a disease.  
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• Perceived severity - the “belief about how serious a condition and its 
[consequences] are” (Champion & Skinner, 2008, p. 48).   
• Perceived barriers – the “belief about the tangible and psychological 
costs of the advised action” (Champion & Skinner, 2008, p. 48). 
• Perceived benefits – the “belief in efficacy of the advised action to 
reduce risk or seriousness of impact” (Champion & Skinner, 2008, p. 
48). 
• Cues to action – the internal or external cues that promote a behavior. 
Cues to action can provide how-to information, promote awareness, 
and use reminder systems to trigger an action (Champion & Skinner, 
2008).    
• Self-efficacy – the “confidence in one’s ability to take action” 
(Champion & Skinner, 2008, p. 48). 
In the present study, I selected two of the constructs (perceived threat and 
cues to action) with strong empirical support to include in my examination 
of condom use frequency among early young adults.  
Perceived Threat 
Perceived threat is a cognitive construct composed of perceived 
susceptibility and perceived severity.  Perceived threat to an STI (including HIV) 
occurs when individuals believe they can be infected by an STI (perceived 
susceptibility) and that the consequences of that infection are moderate to severe 
(perceived severity).  Studies using the HBM to explain condom use have often 
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used perceived severity or perceived susceptibility, or both.  Many researchers 
often use a single question to represent perceived severity or susceptibility, 
whereas others sometimes combine measures of both into a composite of 
perceived threat.    
Studies such as Tarkang (2015) and Tarkang (2013b) have illustrated 
perceived severity and susceptibility to be significant predictors of consistent 
condom use.  Moreover, studies assessing the relationship between perceived 
severity and condom use have reported increased severity perception to be 
positively associated with condom use (Gartoulla, Sudip, & Pantha, 2013; 
Katikiro & Njau, 2012) and consistent condom use (Ngome, 2016).  As for those 
assessing the relationship between perceived susceptibility and condom use, 
they have reported increased perceived susceptibility to be related to increased 
condom use (Adih & Alexander, 1999; Gartoulla et al., 2013). 
Although studies primarily tend to utilize the perceived severity and 
susceptibility constructs as opposed to the perceived threat construct, I will be 
using this construct in my model.  Across studies, both perceived severity and 
susceptibility have been directly associated with condom use, and it stands that 
both constructs can also serve as moderators.  As stated previously, perceived 
threat is a culmination of a person’s perceived severity and susceptibility to an 
illness; thus, I predict that perceived threat just like perceived severity and 
susceptibility will have a moderating effect on the relationship among other 
factors that predict condom use.  For example, it is possible that the negative 
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relationship between age of debut and number of sexual partners is moderated 
by perceived threat.  Plausibly, even among ESDIs, the threat of vulnerability to a 
severe STI could inhibit the high-risk behavior of having multiple sexual partners.  
Similarly, is it possible that the positive relationship between number of sexual 
partners and condom use is reduced or even reversed when perceived threat is 
high.  That is, people who frequently change sexual partners might be more 
inclined to use a condom if they perceive their behavior makes them susceptible 
to STIs.     
Cues to Action 
Research indicates that self-reported condom use increases as cues to 
action increases (Gartoulla et al., 2013; Southerland, 2013; Tarkang, 2013b).  
For example, Hingson, Strunin, Berlin, and Heeren (1990) found that condom 
use among adolescents increased as they experienced more cues to action (i.e., 
knew someone with AIDS, discussed AIDS with friends, discussed AIDS with 
Physician, had media exposure to AIDS information, and had a teacher discuss 
AIDS in classroom).  Despite evidence showing a relationship between cues to 
action and condom use, there are studies, such as Tarkang (2015), that have 
found that cues to action are not always a predictor of condom use.  A plausible 
explanation for the inconsistent findings is that the relationship between cues to 
action and condom use is moderated (see Champion & Skinner, 2008).   
Despite mixed results regarding the effect of cues to action on condom 
use, I will be including cues to action in this study, as this construct is part of the 
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HBM and a potentially important construct in determining condom use.  Thus, 
rather than focusing on the simple relationship between cues to action and 
condom use, I examine the possibility that cues to action moderate the 
relationship between condom use and both aspects of early young adults’ sexual 
history (i.e., number of sexual partners) and their self-efficacy in using a condom. 
The inclusion of cues to action is an important aspect of my research.  
Although cues to action is an integral piece of the HBM, this construct has not 
been as systematically assessed as have other factors in that model (Champion 
& Skinner, 2008). 
Sexual History, Health Belief Model Constructs, and Condom Use  
 The empirically supported relationships among sexual history (i.e. sexual 
debut and number of sexual partners) and three health belief model constructs 
(i.e. perceived severity and susceptibility, and cues to action), and condom use 
illustrate that sexual history and the aforementioned health belief model 
constructs are related to condom use.  As stated previously, studies assessing 
condom use do not use the perceived threat construct but rather both the 
perceived severity and susceptibly constructs.  Thus, it was hypothesized 
perceived threat would have an effect on condom use as it is a composite of 
perceived severity and susceptibility.   
  The association between the aforementioned factors alludes to the 
likelihood that not only the relationship between sexual debut and condom use 
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occurs through number of sexual partners but that relationship is mediated by 
perceived threat and cues to action.   
The Present Study  
The present study assessed factors associated with condom use 
frequency among self-identified heterosexual early young adults using constructs 
from the health belief model and integrating these factors with other known 
factors such as age of sexual debut and number of sexual partners.  I focused 
exclusively on heterosexual participants because of the low sample size I 
obtained consisting of participants self-identifying as gay, lesbian, and bisexual.  I 
tested a moderated mediation model in which age of sexual debut was the 
independent variable, condom use was the dependent variable, and number of 
lifetime sexual partners was a mediator of the IV-DV relationship, perceived 
threat (susceptibility and severity) was a moderator of the IV-DV and mediator-
DV relationships, and cues to action was a moderator of the mediator-DV 
relationships.  My test of the overall model was accompanied by three specific 
hypotheses. 
Hypothesis 1 
The relationship between sexual debut age and lifetime sexual partners 
would be moderated by perceived threat.  
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Hypothesis 2 
The relationship between lifetime sexual partners and frequency of 
condom use would be moderated by both perceived threat and cues to action. 
Hypothesis 3 
Sexual debut age would have indirect effects on frequency of condom use 
through lifetime sexual partners, particularly when perceived threat and cues to 
action were high. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1. Proposed Moderated Mediation Model: Frequency of Condom Use 
Sexual Debut 
Age 
Frequency of 
Condom Use 
Lifetime Sexual 
Partners 
Perceived Threat  
Cues to Action 
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CHAPTER TWO 
METHODOLOGY 
Participants 
Four hundred seventy-eight participants were recruited through 1) 
Amazon Mechanical Turk (Mturk) (N = 176, 36.8%), a crowdsourcing e-
commerce marketplace that connects individuals with paid and unpaid workers, 
and 2) SONA (N = 302, 63.2%), California State University, San Bernardino 
Psychology Department’s cloud-based participant management software.  A total 
of 107 participants were excluded from the final analyses for various reasons.  
Participants were excluded for not meeting the eligibility criteria listed in Table 1 
(N = 81), failing careless response checks (N = 36), not completing the entire 
survey (N = 29), not reporting their gender or ethnicity/race (N = 3), and being 
univariate outliers (N = 4).   
Despite CDC statistics reporting the majority of new HIV infections were in 
the 20 to 24 year old age range, I was interested in early young adults (18 to 24 
years of age) and their condom use based on HIV testing statistics indicating this 
population is less likely to be tested for HIV (CDC, 2008; Johnson et. al., 2010).  
Additionally, it has been reported at the end of 2012, a high percentage of early 
young adults are living with undiagnosed HIV (Hanson, Venturelli, & 
Fleckenstein, 2018).  And so, I widened the age range to encompass early young 
adults (18 to 24 years old).  
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Table 1. Eligibility Criteria  
Characteristic Criteria 
Age 18 years to 24 years old 
Marital Status Unmarried 
Sexual Orientation Heterosexual  
Engaged in Vaginal Intercourse  
Recently engaged in vaginal 
intercourse within the past year. 
 
 
The final analyses were based on 329 participants (256 females; 73 
males).  Participants ranged in age from 18 to 24 with a median age of 20, and 
the majority (49.2%) of participants self-identified as Hispanic/Latino.  Table 2 
presents the overall distribution of participant demographic characteristics.  
 
 
Table 2. Participant Demographic Characteristics  
Characteristics N or M % or SD 
Age 20.2 1.72 
Gender   
     Female 256 77.8% 
     Male 73 22.2% 
Ethnicity/Race   
     Hispanic/Latino 162 49.2% 
     White  118 35.9% 
     African American/ 
  Black 
25 7.6% 
     Asian 16 4.9% 
     Native Hawaiian/  
Pacific Islander  3 .9% 
     Multiracial 3 <1% 
     Some Other Race 1 <1% 
     American Indian/ 
 Alaskan Native 
1 <1% 
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Procedure 
The survey was administered through Qualtrics, and completion of the 
survey took 15 - 20 minutes.  Participants who were interested in the study were 
presented with an informed consent form (Appendix B & C).  Once participants 
agreed to participate in the study, they were led directly to the survey, which 
consisted of questions that assessed demographic, sexual behavior and history, 
and other variables such as exposure to condom use promotion efforts 
(Appendix E & F).  After completing the survey, participants were presented with 
a debriefing statement (Appendix D), and either compensated $3.25 (Mturk 
participants) or 1 unit of credit (SONA participants) for participating in the study. 
Measures 
Sexual Debut Age 
Participants were asked to report how old they were when they first had 
sexual intercourse.  Participants’ sexual debut age ranged from 11 to 23 with a 
median age of 17.  In line with previous research assessing the relationship 
between condom use and sexual debut age (Shrestha et. al., 2015), sexual 
debut was converted from a continuous variable to a dichotomous variable where 
participants either had sexual intercourse prior to age 16 (early sexual debut 
initiators) or after 17 (later sexual debut initiators).  Approximately 37 percent of 
the participants were classified as early sexual debut initiators.  The majority 
(25.8%) of participants had sexual intercourse at age 18.  
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Lifetime Sexual Partners 
Participants were asked to report the number of sexual partners they have 
had over the course of their lifetime, M = 4.13, SD = 4.86, Range = 1 to 40.  The 
question was designed to have participants report the number of sexual partners 
they have had since they first had sexual intercourse up to the present.  
Perceived Threat (PT) 
Participants perceived threat to STIs and HIV/AIDS were assessed using 
a composite score created from items related to perceived severity and 
perceived susceptibility to STIs and HIV/AIDS.  Ten items related to perceived 
severity were measured using a scale of 1 (strongly disagree) to 5 (strongly 
agree), and five items related to perceived susceptibility were measured using a 
scale of 1 (no chance) to 5 (very good chance).  Because both severity and 
susceptibility are related constructs of threat, I followed the lead of previous 
research and combined them into a single construct of perceived threat (see 
Champion & Skinner, 2008).  The perceived threat composite was created by 
averaging the perceived severity and perceived susceptibility items together α = 
.69.  Higher scores indicated a higher threat perception of STIs and HIV/AIDS. 
Cues to Action (CA) 
A 13-item composite consisting of external cues to action related to 
condom use.  Participants indicated on a scale of 1 (not at all influential) to 5 
(extremely influential) the level of influence each cue to action had on their 
decision to use a condom during sexual intercourse (e.g., seeing a condom 
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display in a store or having an interaction with or knowing people who are HIV 
positive or have AIDS), α= .89, M = 2.95 and SD = 0.80.  Higher scores indicated 
cues to action had a strong influence on condom use decisions.  
Frequency of Condom Use  
Frequency of condom use was assessed using a single-item, “Thinking 
back to all the times you had vaginal intercourse, how often was a condom 
used?”  This item was measured on a scale ranging from 1 (never) to 5 (every 
time), M = 3.63 and SD = 0.97. 
Covariate 
This study included one standard demographic covariate: gender.  
Because there were an insufficient number of male participants to run the model 
separately for men and women or to compare the groups, I used gender as a 
covariate rather than a factor. 
A copy of the survey used in this study can be found in Appendix C and 
Appendix D.  
Demographic Questionnaire 
At the end of the survey, participants were asked to indicate their age, 
gender, ethnicity/race, marital status, and sexual orientation. 
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Careless Response Checkers 
Careless Responding, whether it is intentional or unintentional, can 
influence psychometric and quantitative analyses such as correlation, reliability 
estimates, scale development, and factor analysis (Meade & Craig, 2012).  
Hence, the inclusion of two instructed-response items used to detect careless 
responding among participants.  The following instructed-response item was 
used twice in the survey: “Select strongly disagree for this question”. 
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CHAPTER THREE 
RESULTS 
Analytic Plan  
Prior to conducting moderation and conditional analyses, bivariate 
correlations were assessed to determine the relationship among variables of 
interest as well as the covariate (see Table 2).  I also ran independent t-tests to 
assess whether responses to the predictor and outcome variables varied as a 
function of participant gender (see Table 3).  Bivariate correlations and t-tests 
were conducted using SPSS 19, and the moderated mediation analysis was 
conducted using Hayes PROCESS Macro (Hayes, 2013).  Direct and indirect 
effects were examined based on 5,000 bootstrap samples, and used a 95% bias 
corrected confidence interval in which the exclusion of zero in the confidence 
interval indicated a significant effect. 
Bivariate Correlations 
Frequency of condom use was positively correlated with sexual debut age 
(r = .18, p = .001) and cues to action (r = .25 p = .000).  Sexual debut age was 
negatively correlated with number of lifetime sexual partners (r = -.41 p = .000).  
Being female was related to a lower number of lifetime sexual partners (r = 
-.13, p = .021) and increased cues to action (r = .14, p = .011). 
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Table 3. Correlation Between Variables of Interest and Covariate 
 1 2 3 4 5 6 7 8 
1. Sexual Debut Age         
2. Number of Sexual 
Partners 
-.41**        
3. Cues to Action .02 .01       
4. Perceive Threat -.02 .07 .19*      
5. Condom Use .18** -.08 .25* .05     
6. Gender .01 -.13* .14* -.05 -.05    
Note: * p<.05; **p <.01. 
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Independent T-tests 
 Independent samples t-tests was performed among each variable of 
interest by gender (see Table 4).  Results of these tests indicated gender 
differences in the number of lifetime sexual partners, t(328) = 2.32, p = .021 as 
well as cues to action, t(328) = -2.55, p = .011.  Based on the results, males (M = 
5.29) on average reported more sexual partners than did females (M = 3.80).  
Results also indicated females (M = 3.01) reported greater exposure to cues to 
action encouraging condom use than males did (M =2.74).
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Table 4. Independent T-tests Among Variables of Interest by Gender 
Measures 
Men  
(N = 76) 
Women  
(N = 253) 
t p  
1. Sexual Debut Age 17.04 (2.20) 17.07 (1.87) -0.13 .898 
2. Number of Sexual Partners 5.29 (6.10) 3.80 (4.40) 2.32 .021 
3. Perceive Threat (1 -5) 3.87 (0.32) 2.74 (0.73) 0.86 .392 
4. Cues to Action (1 -5) 2.74 (0.73) 3.01 (0.82) -2.55 .011 
5. Condom Use (1 -5) 3.73 (0.96) 3.06 (0.97) 0.97 .334 
Note. Standard deviations in parentheses 
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Testing of Hypotheses 
To test the model and proposed hypotheses, Hayes PROCESS Model 64 
was used.  The full results of the moderated mediation model are reported in 
Table 4.  As illustrated in Table 4, participant gender was a significant covariate 
in Model 1 and a marginally significant covariate in Model 2.  Relative to men, 
women reported they had fewer sexual partners (b = -1.58, p = .009) and were 
marginally less likely to use condoms (b = -0.22, p = .090).  Participants’ age of 
sexual debut (early versus late initiation) was marginally and positively related to 
their number of sexual partners (b = 11.23, p = .072) and positively related to 
their frequency of condom use (b = 0.26, p = .021).  Unexpectedly, perceived 
threat was positively related to sexual partners (b = 3.89, p = .009) and unrelated 
to condom use (b = -0.12, p = .582).  Another way to interpret the relationship 
between threat and sexual partners is that as number of sexual partners 
increased so did perceived vulnerability to health-threatening STIs.  Lifetime 
partners was unrelated to condom use (b = -0.04, p = .793) but cues to action 
positively predicted condom use (b = 0.40, p < .001).  Below I report the 
moderated and mediated effects that correspond with my three focused 
hypotheses. 
Hypothesis 1 
As predicted, perceived threat moderated the relationship between sexual 
debut age and number of sexual partners (b = 3.81, p = .019).  The test of simple 
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slopes indicated that the nature of the interaction, however, was inconsistent with 
predictions.  Among early sexual initiators, the relationship between perceived 
threat and number of sexual partners was positive (b = 0.26, t = 2.96, p = .004).  
In other words, as threat increased, so did the number sexual partners.  Thus, 
threat did not suppress sexual activity as suggested by the HMB.  The positive 
relationship in my study is plausibly because early sexual initiators were 
accurately aware that higher numbers of sexual partners increased their threat of 
contracting STIs.  The slope for the relationship among perceived threat and 
number of sexual partners was not significant for late sexual initiators (b = 0.08,   
t = 1.12, p = .265).  
Hypothesis 2 
Contrary to predictions, the relationship between lifetime sexual partners 
and condom use frequency was not moderated by perceived threat (b = 0.03,     
p = .487) or cues to action (b = -0.02, p = .153). 
Hypothesis 3 
The test of moderation mediation showed two significant indirect effects. 
Sexual debut age was indirectly related to condom use frequency through 
lifetime sexual partners when cues to action was high (M = 3.74) and threat was 
either low (M = 3.52; b = 0.08, SE = .042, LCI = .013, UCI=.179) or at moderate 
levels (M = 3.84; b = 0.10, SE = .043, LCI = .022, UCI = .195).  When threat was 
high (M = 4.16), the indirect effect was not significant even when cues to action 
were high (b = 0.09, SE = .072, LCI = -.036, UCI = .249).  
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Table 5. Ordinary Least Square Regression Model Coefficients  
 
B SE t P 
CI 
Lower 
CI 
Upper 
Model 1: 
Lifetime Partners       
 Constant -5.52 5.04 -1.09 .275 -15.43 4.40 
 Sexual Debut  11.23 6.23 1.80 .072 -1.02 23.48 
 Perceived Threat 3.39 1.29 2.62 .009 0.84 5.93 
 Debut x Threat -3.81 1.62 -2.36 .019 -6.99 -0.63 
 Gender -1.59 0.60 -2.64 .009 -2.77 -0.40 
R2 = .150; p < .001 
 
Model 2:  
Condom Use Frequency       
 Constant 2.95 0.85 3.47 .001 1.28 4.63 
 Lifetime Partners -0.04 0.15 -0.26 .793 -0.34 0.26 
 Sexual Debut 0.26 0.11 2.33 .021 0.04 0.49 
 Cues to Action 0.40 0.09 4.61 .000 0.23 0.57 
 Partners x Cues -0.02 0.02 -1.43 .153 -0.05 0.01 
 Perceived Threat -0.12 0.22 -0.55 .582 -0.54 0.31 
 Partners x Threat 0.02 0.04 0.70 .487 -0.04 0.09 
 Gender -0.22 0.13 -1.74 .083 -0.47 0.03 
R2 = .102; p < .001       
Note. N = 329; Sexual Debut: 0 = Early; 1 = Late; Gender: Male = 0; Female = 1 
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Figure 2. Conditional Process Analysis: Frequency of Condom Use  
 
 
 
 
 
 
  
 
 
 
 
 
Sexual Debut 
Age 
Frequency of 
Condom Use 
Lifetime Sexual 
Partners 
Perceived Threat  
Cues to Action 
b=-3.81**, SE=1.62 
b=-0.04, SE=.15 
b=-0.03, SE=.04 
b=-.02, SE=.02 
b=11.24, SE=6.23  
b=0.26*, SE=2.33 
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CHAPTER FOUR 
DISCUSSION 
 
Results from the moderated mediation analysis showed sexual debut 
significantly predicted condom use, which supports current research stating that 
the older individuals are when they first have sex, the more likely they are to use 
a condom consistently.  Results also showed a significant interaction effect 
between sexual debut and perceived threat on number of sexual partners, but a 
non-significant effect between number of sexual partners and perceived threat 
and cues to action and perceived threat on condom use.  Moreover, the results 
showed that when cues to action were high and perceived threat was low or 
moderate (but not high); number of sexual partners mediated the relationship 
between sexual debut and condom use.  
As stated in the first paragraph, there was a significant interaction effect 
between sexual debut and perceived threat on number of sexual partnerships.  
Research assessing the relationship between age of sexual debut and number of 
sexual partners has demonstrated a negative association between the two.  The 
significant interaction effect between sexual debut and perceived threat on 
number of sexual partners in my study could be interpreted to suggest that 
perceived threat strengthens the relationship between sexual debut and number 
of sexual partners.  Among early sexual debut initiators, threat leads to an 
increase in sexual partners.  Another (and more feasible) interpretation is to 
consider the reverse direction: that an increase in the number of partners is 
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associated with increased threat.  In other words, early sexual debut initiators 
who have had multiple sexual partners are accurately aware they are at an 
increased threat of contracting STIs or HIV.  A practical implication from this 
result is that increasing perceived threat might not be the best strategy to 
discourage early young adults who initiate sexual activity from having multiple 
lifetime sexual partners.  My research suggests that such strategies might not 
work.  Further, increasing perceived threat might be an ineffective strategy to 
encourage condom use.  Thus, developers of interventions aimed at increasing 
condom use should exercise caution if they plan to incorporate strategies that 
increase perceptions of threat as a means to increase condom use.  Indeed, 
research suggests that such fear tactics are only successful at motivating 
positive health behavioral change when they induce high levels of both 
susceptibility and severity and are accompanied by high-efficacy messages that 
convey the targeted population’s ability to perform the needed behavioral 
changes (Witte & Allen, 2000).  In my study, susceptibility was quite low (M = 
1.94; SD = .75) and efficacy messages were not included.  Theoretically, my 
findings do not provide support for the HBM’s emphasis on perceived threat, at 
least in terms of a combination of perceived severity and susceptibility.  However, 
the possibility remains that threat might be an important component of the HBM 
when perceived susceptibility and efficacy to engage in the intended behavior are 
both high.  
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The non-significant interaction effects between sexual partners and 
perceived threat as well as number of sexual partners and cues to action on 
condom use indicate that perceived threat and cues to action do not have a 
moderating effect on the relationship between number of sexual partners and 
condom use.  Cues to action, however, did predict condom use.  Thus, although 
my prediction concerning the moderating role of cues to action was not 
supported, my research does indicate that cues to action might be an important 
component in successful interventions aimed at increasing condom use among 
18 to 24 year olds.  Because the proposed moderated effect was not supported 
in my research, my study provides no insight into why cues to action is 
sometimes shown to be an important predictor of condom use (see Champion & 
Skinner), whereas, other times it is not (Tarkang, 2015).  If cues to action had 
interacted with number of lifetime partners to predict condom use, that finding 
would have given some support to the proposition that inconsistencies in findings 
could be due to cues to action only being beneficial for some (those with multiple 
lifetime sexual partners) but not other young adults. 
As noted above, the model test provided some evidence of moderated-
mediation.  When cues to action were high and perceived threat was low or 
moderate (but not high), number of sexual partners mediated the relationship 
between sexual debut and condom use.  Because the significant indirect paths 
were positive, the finding suggests that although early sexual debut is associated 
with increased number of sexual partners and reduced condom use, the indirect 
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effect of debut on condom use via number of sexual is positive when cues to 
action are high and perceived threat of STIs is low or moderate.  Thus, the 
combination of high cues to action and low to moderate levels of perceived threat 
seem to overcome the otherwise negative impact on condom use as a result of 
early sexual debut’s influence on increased sexual partners.  This moderated-
mediation effect, however, must be interpreted with caution because it did not 
correspond with my prediction.  I had expected the mediated moderation effect to 
be most evident when cues to action and perceived threat were both high.  If in 
future research my find effect was replicated, then one could surmise that high 
cues and low to moderate perceived threat could be effective at encouraging 
condom use among early young adults with multiple lifetime sexual partners who 
initiated sex before age 16.  If this effect was not present when perceived threat 
was high, then the finding would indicate that high levels of threat erase the 
benefits of high cues to action.   
Perhaps high levels of threat without clear guidelines on how to use and 
obtain condoms or effectively demand they be used during sex lead young adults 
to engage in avoidance coping, and not think about condoms (Aronson, Fried, & 
Stone, 1991; Witte & Allen, 2000).  As observed by Witte and Allen (2000), in the 
absence of high self-efficacy messages about people’s ability to use and require 
condoms during sex, high threat messages led to avoidance strategies that 
resulted in lowered condom use.  High threat to STIs could also override cues to 
action because high threat might lead young adults to associate condoms with 
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STIs.  Consequently, these individuals might avoid using condoms because they 
do not want to think about STIs or HIV/AIDS during sex (Pullum, Cleland, & 
Shah, 1999).  If replicated, the practical implications for my moderated mediation 
result would be that interventions using the HBM model and geared towards 
increasing condoms would perhaps be most effective if they maintained high 
cues to action, but engaged in strategies to maintain perceived threat to STIs and 
HIV at low to moderate levels.  This approach might be particularly effective 
among early young adults who initiated sex before they were 16 and have had 
numerous sexual partners. 
Limitations to this research include not incorporating variables such as 
condom use self-efficacy, considering the type of sexual relationship people were 
currently in (e.g., casual or marriage), and utilizing other health behavior model 
constructs.  The inclusion of these variables could serve to either explain or 
strengthen relationships within the hypothesized model.  As for the utilization of 
other health behavior model constructs, these variables could further explain 
relationships as well as assist in determining a stronger predictive model of 
condom use.  Additional limitations to this research were not running the model 
separately by gender as well as by sexual orientation.  If the model was run 
separately by gender, results may have indicated that the model was more 
suitable for one gender and not the other.  Based on the independent samples t-
tests in the current study as well as findings in previous research, there are 
gender difference in sexual behaviors such as number of reported sexual 
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partners (Turchik & Garske, 2009).  As for running the model separately by 
sexual orientation, just as if the model was run separately by gender, the results 
may have indicated the model to be more suitable for one sexual orientation 
rather than another.  The decision to not run the model separately by gender or 
sexual orientation was based on having a low male sample size as well as 
having a very low sample of participants self-identify as a sexual orientation other 
than heterosexual.  
One other potential limitation in the studies is the possibility that 
participants were not truthful when reporting their sexual behaviors.  In future 
studies, the effects of social desirability bias should be taken into consideration 
when asking participants to self-report their number of sexual partnerships and 
other sexual behaviors.  For example, individuals in the current study may have 
over reported (males) or underreported (females) their number of lifetime sexual 
partnerships (see Turchik & Garske, 2009).  This was evident in the variable’s 
range, Range = 1 to 4, and median score of 4.  
Although not a limitation to the current study, the effects of self-esteem 
(self-worth) should be considered when assessing the relationship between 
perceived threat and condom use.  Past research suggests that self-esteem 
might play an important role in how perceived threat of STIs affect condom use. 
For example, Blanton, Gerrard, and McClive-Reed (2013) observed a 
boomerang effect when they highlighted the risks associated with unhealthy 
sexual behavior. After being exposed to the consequences of STIs, sexually 
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active college students who were high in self-esteem (rather than low) expressed 
decreased commitment to using condoms during sex.  Thus, the relationship 
between threat and condom use is possibly moderated by self-esteem.  In my 
model test, the positive relationship between perceived threat and number of 
sexual partners could have been because participants with high self-esteem 
showed a similar boomerang response as in Blanton et al. (2013).  Perceiving a 
threat to their well-being might have led them to engage in riskier sexual 
behaviors.           
Conclusion 
The aim of this study was to assess condom use among early young 
adults, as they are a population disproportionately affected by HIV and other 
STIs, and known to use condoms inconsistently.  Results from the study did not 
support the full model; however, they did provide some insights into what factors 
are significant predictors of condom use.  Thus, results from this study are 
promising in that they supported relationships that other studies have found to be 
significant.  My research also illustrates the need to further assess factors 
associated with condom use among early young adults.  To expand on this 
study, variables such as perceived threat and cues to action should be examined 
to further assess their effect on condom use via number of sexual partners.  
Such examination, however, should incorporate exposure to high-efficacy 
messages about condom use into the model.   
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Overall, my results support past research findings concerning the direct 
effect that early sexual debut has on reducing condom use.  My findings also 
suggest that the construct perceived threat could be a beneficial inclusion in 
future studies rather than the separate constructs of perceived severity and 
susceptibility.  Finally, my study offers some insight into the circumstances under 
which the effects early sexual debut has on reduced condom use via increased 
number of sexual partners can be mitigated: when cues to action are high and 
perceived threat of contracting an STI and HIV is low or moderate.
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Informed Consent 
Sexual Behaviors in College Students 
 
Introduction/Purpose:  This study is being conducted to assess various sexual 
practices in college students. 
 
Approval:  This study has been approved by the Psychology Department 
Institutional Review Board (IRB) subcommittee of the California State University, 
San Bernardino (CSUSB).  A copy of the official Psychology IRB Committee 
stamp of approval should appear somewhere on this consent form. CSUSB 
requires that you provide consent before participating in this study.  
 
Compensation:  If you decide to participate in this study, you will be asked to 
complete a survey regarding your sexual behaviors, religiosity, HIV-related 
attitudes/beliefs, and other personal information. The survey will take around 20 
minutes to complete. You will be compensated with $3.25 after completion of the 
survey. However, if you fail careless response indicators that are designed to 
detect if participants are taking the study seriously, your responses will be 
removed from the study and you will not receive any compensation.  
 
Participation:  This study is limited to participants who have engaged in vaginal 
intercourse within the past year, over the age of 18, heterosexual, and 
unmarried. Participation in this study is voluntary. You have the ability to decide if 
you would like to participate or not in this study. You may withdraw from this 
study at any time or refuse to answer any questions without penalty or loss of 
benefits to which you are otherwise entitled.   
 
Confidentiality:  To ensure confidentiality, you will not be required to report any 
identifying information (e.g., name, contact information, full date of birth, etc.) that 
can be linked back to you. In addition, no IP addresses will be collected, and data 
will be stored on a password-protected computer that will only be accessed by 
the researcher. Results will be reported only in aggregate form so no one 
person’s responses will be shared, and data will be destroyed 7 years after 
publication. 
  
Risks:  There are a few potential risks for participating in this study. Due to the 
survey containing questions of a sensitive nature, you may experience some 
discomfort, but this feeling should not be greater than that routinely encountered 
in daily life during similar discussions about sex. If at the completion of this 
survey you have questions about HIV/AIDs, you can contact the Center for 
Disease and Prevention Control (CDC) general information/testing and 
prevention at 1-800-232-4636. 
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Benefits:  Even though participation in this study may not benefit you directly, it 
is believed that the information collected will help us gain a better understanding 
of sexual practices, including condom use, in college students.  
Dissemination:  Data from this study may be presented at regional, national, or 
international scientific conferences and/or submitted for publication in a peer-
reviewed scientific journal. 
 
Questions:  If you have any questions concerning this survey, the results, or 
your participation in this study please feel free to contact Dr. Donna Garcia at 
dmgarcia@csusb.edu or Christina Vieux at vieuxc@coyote.csusb.edu. Results 
will be available after January 2017. You may also contact the Psychology 
Department Institutional Review Board (IRB) subcommittee of the California 
State University, San Bernardino (PSYC.IRB@csusb.edu) if you have any 
concerns about this study 
 
Please read the following sentence:  
 
I acknowledge that I have been informed of, and understand the nature and 
purpose of this study, and I freely consent to participate. I acknowledge that I am 
at least 18 years of age. 
 
By clicking on “I agree”, you are consenting to participate in this study and start 
the survey. 
 
If you do not consent, you may click “I do not agree” and you will exit the survey. 
 
If you choose, you may print a copy of the Informed Consent for your records. 
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Informed Consent 
Sexual Behaviors in College Students 
 
Introduction/Purpose:  This study is being conducted to assess various sexual 
practices in college students. 
 
Approval:  This study has been approved by the Psychology Department 
Institutional Review Board (IRB) subcommittee of the California State University, 
San Bernardino (CSUSB).  A copy of the official Psychology IRB Committee 
stamp of approval should appear somewhere on this consent form. CSUSB 
requires that you provide consent before participating in this study.  
 
Compensation:  If you decide to participate in this study, you will be asked to 
complete a survey regarding your sexual behaviors, religiosity, HIV-related 
attitudes/beliefs, and other personal information. The survey will take around 20 
minutes to complete.  You will receive 1 unit of extra credit as compensation after 
the completion of the survey. However, if you fail careless response indicators 
that are designed to detect if participants are taking the study seriously, your 
responses will be removed from the study and you will not receive any 
compensation.  
 
Participation:  This study is limited to participants who have engaged in vaginal 
intercourse within the past year, over the age of 18, heterosexual, and 
unmarried. Participation in this study is voluntary. You have the ability to decide if 
you would like to participate or not in this study. You may withdraw from this 
study at any time or refuse to answer any questions without penalty or loss of 
benefits to which you are otherwise entitled.   
 
Confidentiality:  To ensure confidentiality, you will not be required to report any 
identifying information (e.g., name, contact information, full date of birth, etc.) that 
can be linked back to you. In addition, no IP addresses will be collected, and data 
will be stored on a password-protected computer that will only be accessed by 
the researcher. Results will be reported only in aggregate form so no one 
person’s responses will be shared, and data will be destroyed 7 years after 
publication. 
  
Risks:  There are a few potential risks for participating in this study. Due to the 
survey containing questions of a sensitive nature, you may experience some 
discomfort, but this feeling should not be greater than that routinely encountered 
in daily life during similar discussions about sex. If at the completion of this 
survey you have questions about HIV/AIDs, you can contact the Center for 
Disease and Prevention Control (CDC) general information/testing and 
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prevention at 1-800-232-4636 or the Counseling and Psychological Service 
(CAPS) at (909) 537-5040.  
 
 
Benefits:  Even though participation in this study may not benefit you directly, it 
is believed that the information collected will help us gain a better understanding 
of sexual practices, including condom use, in college students.  
 
Dissemination:  Data from this study may be presented at regional, national, or 
international scientific conferences and/or submitted for publication in a peer-
reviewed scientific journal. 
 
Questions:  If you have any questions concerning this survey, the results, or 
your participation in this study please feel free to contact Dr. Donna Garcia at 
dmgarcia@csusb.edu or Christina Vieux at vieuxc@coyote.csusb.edu. Results 
will be available after January 2017. You may also contact the Psychology 
Department Institutional Review Board (IRB) subcommittee of the California 
State University, San Bernardino (PSYC.IRB@csusb.edu) if you have any 
concerns about this study 
 
Please read the following sentence:  
 
I acknowledge that I have been informed of, and understand the nature and 
purpose of this study, and I freely consent to participate. I acknowledge that I am 
at least 18 years of age. 
 
By clicking on “I agree”, you are consenting to participate in this study and start 
the survey. 
 
If you do not consent, you may click “I do not agree” and you will exit the survey. 
 
If you choose, you may print a copy of the Informed Consent for your records. 
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Debriefing Statement  
 
Thank you for participating! The goal of this study was to assess condom use 
frequency through the examination of associated condom use factors and health 
behaviors such as perception of threat to a disease, self-efficacy to perform an 
action, and cues to action that promote a behavior.  
We expect that the findings of this study will help aid in the development and 
implementation of comprehensive health education programs, and prevention 
and intervention strategies aimed at individuals between the ages of 18-34. 
Of course, your responses, and other information about you will be completely 
anonymous. If you have any questions about this study or would like to learn 
more about the findings (after January 2017), please feel free to contact the 
investigators: Dr. Donna Garcia (dmgarcia@csusb.edu) or Christina Vieux  
(vieuxc@coyote.csusb.edu). Thank you for your participation. 
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For the sources listed below, please rate their level of influence on your decision 
to utilize condoms.  
 Not at All 
Influential 
Slightly 
Influential 
Somewhat 
Influential 
Very 
Influential 
Extremely 
Influential 
Condom 
display in 
store 
          
Doctor           
Interaction 
with/knowing 
people who 
are HIV 
positive or 
have AIDS 
          
Interaction 
with/knowing 
people who 
have sexually 
transmitted 
infections 
(e.g. herpes, 
chlamydia, 
gonorrhea) 
          
Internet           
Magazine 
ad(s)/article(s) 
          
Movie(s)           
Newspaper 
article(s) 
          
Poster(s)           
Pamphlet(s)           
Student 
Health 
Clinic/Center 
          
Television 
commercial(s) 
          
Television 
show(s) 
          
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HIV/AIDS is a serious condition.  
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
HIV/AIDS does not have significant financial consequences.   
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
HIV/AIDS also effect family members, friends, and significant others. 
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
Having HIV/AIDS would have a significant impact on my life. 
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
The thought of having HIV/AIDS scares me. 
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
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Select Strongly Disagree for this question. 
 Strongly agree 
 Somewhat agree 
 Neither agree nor disagree 
 Somewhat disagree 
 Strongly disagree 
 
Sexually transmitted infections (STIs) are a serious condition. 
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
STIs do not have significant financial consequences.   
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
STIs also effect family members, friends, and significant others. 
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
Having an STI would have a significant impact on my life. 
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
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The thought of having an STI scares me. 
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
What is the likelihood you will contract HIV/AIDS in your lifetime? 
 Extremely unlikely 
 Unlikely 
 Neutral 
 Likely 
 Extremely likely 
 
Five years from now, what is the likelihood you will contract HIV/AIDS in your 
lifetime? 
 Extremely unlikely 
 Unlikely 
 Neutral 
 Likely 
 Extremely likely 
 
What is the likelihood you will contract a sexually transmitted infection (e.g. 
herpes, chlamydia, gonorrhea) in your lifetime? 
 Extremely unlikely 
 Unlikely 
 Neutral 
 Likely 
 Extremely likely 
 
Five years from now, what is the likelihood you will contract a sexually 
transmitted infection (e.g. herpes, chlamydia, gonorrhea) in your lifetime? 
 Extremely unlikely 
 Unlikely 
 Neutral 
 Likely 
 Extremely likely 
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I feel confident in my ability to put a condom on myself or my partner. 
 Strongly agree 
 Somewhat agree 
 Undecided 
 Somewhat disagree 
 Strongly disagree 
 
I feel confident in my ability to use a condom correctly. 
 Strongly agree 
 Somewhat agree 
 Undecided 
 Somewhat disagree 
 Strongly disagree 
 
I feel confident I could gracefully remove and dispose of a condom when we 
have intercourse.   
 Strongly agree 
 Somewhat agree 
 Undecided 
 Somewhat disagree 
 Strongly disagree 
 
I feel confident in my ability to put a condom on myself or my partner quickly.  
 Strongly agree 
 Somewhat agree 
 Undecided 
 Somewhat disagree 
 Strongly disagree 
 
Select Strongly Disagree for this question.  
 Strongly agree 
 Somewhat agree 
 Neither agree nor disagree 
 Somewhat disagree 
 Strongly disagree 
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Think back to when you first had vaginal intercourse, did you (or your partner) 
use a condom? 
 Yes 
 No 
 I don't know/remember 
 
Thinking back to all the times you had vaginal intercourse, how often was a 
condom used? 
 Never 
 Almost never 
 Occasionally/Sometimes 
 Almost every time 
 Every time 
 
How many vaginal sexual partners have you had in your lifetime? 
 
How many vaginal sexual partners have you had in the past 1-year? 
 
How many vaginal sexual partners have you had in the past 6 months? 
 
How many vaginal sexual partners have you had in the past month? 
 
Think back to when you first had vaginal intercourse, did you or your partner use 
coercion (e.g. begging, pleading)?  
 Yes 
 No 
 I don't know/remember 
 
Thinking back to all the times you had vaginal intercourse, did you or your 
partner use coercion (e.g. begging, pleading)? 
 Yes 
 No 
 I don't know/remember 
 
Have you ever been vaccinated for human papillomavirus (HPV)? 
 Yes 
 No 
 I don’t know/remember 
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What is your age? 
 
Which category best describes your ethnicity/race?  
 African American/Black 
 American Indian/Alaskan Native 
 Asian 
 Hispanic/Latino 
 Native Hawaiian/Other Pacific Islander 
 White 
 Some other ethnicity/race, please specify ____________________ 
 I prefer not to answer 
 
What is your gender identity? 
 Female 
 Male 
 Another gender identity, please specify ____________________ 
 I prefer not to respond 
 
Which best describes your sexual orientation? 
 Bisexual 
 Gay 
 Heterosexual 
 Lesbian 
 Questioning or Unsure 
 Another sexual orientation, please specify ____________________ 
 I prefer not to answer 
 
What is your marital status? 
 Single/Never Married 
 In a Relationship 
 Married or Domestic Partnership 
 Widowed/Divorced 
 Separated 
How old were you when you first had vaginal intercourse? 
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APPENDIX F 
SURVEY (SONA)  
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For the sources listed below, please rate their level of influence on your decision 
to utilize condoms.  
 Not at All 
Influential 
Slightly 
Influential 
Somewhat 
Influential 
Very 
Influential 
Extremely 
Influential 
Condom 
display in 
store 
          
Doctor           
Interaction 
with/knowing 
people who 
are HIV 
positive or 
have AIDS 
          
Interaction 
with/knowing 
people who 
have sexually 
transmitted 
infections 
(e.g. herpes, 
chlamydia, 
gonorrhea) 
          
Internet           
Magazine 
ad(s)/article(s) 
          
Movie(s)           
Newspaper 
article(s) 
          
Poster(s)           
Pamphlet(s)           
Student 
Health 
Clinic/Center 
          
Television 
commercial(s) 
          
Television 
show(s) 
          
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HIV/AIDS is a serious condition.  
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
HIV/AIDS does not have significant financial consequences.   
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
HIV/AIDS also effect family members, friends, and significant others. 
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
Having HIV/AIDS would have a significant impact on my life. 
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
The thought of having HIV/AIDS scares me. 
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
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Select Strongly Disagree for this question. 
 Strongly agree 
 Somewhat agree 
 Neither agree nor disagree 
 Somewhat disagree 
 Strongly disagree 
 
Sexually transmitted infections (STIs) are a serious condition. 
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
STIs do not have significant financial consequences.   
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
STIs also effect family members, friends, and significant others. 
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
Having an STI would have a significant impact on my life. 
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
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The thought of having an STI scares me. 
 Strongly agree 
 Agree 
 Neither agree or disagree 
 Disagree 
 Strongly disagree 
 
What is the likelihood you will contract HIV/AIDS in your lifetime? 
 Extremely unlikely 
 Unlikely 
 Neutral 
 Likely 
 Extremely likely 
 
Five years from now, what is the likelihood you will contract HIV/AIDS in your 
lifetime? 
 Extremely unlikely 
 Unlikely 
 Neutral 
 Likely 
 Extremely likely 
 
What is the likelihood you will contract a sexually transmitted infection (e.g. 
herpes, chlamydia, gonorrhea) in your lifetime? 
 Extremely unlikely 
 Unlikely 
 Neutral 
 Likely 
 Extremely likely 
 
Five years from now, what is the likelihood you will contract a sexually 
transmitted infection (e.g. herpes, chlamydia, gonorrhea) in your lifetime? 
 Extremely unlikely 
 Unlikely 
 Neutral 
 Likely 
 Extremely likely 
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I feel confident in my ability to put a condom on myself or my partner. 
 Strongly agree 
 Somewhat agree 
 Undecided 
 Somewhat disagree 
 Strongly disagree 
 
I feel confident in my ability to use a condom correctly. 
 Strongly agree 
 Somewhat agree 
 Undecided 
 Somewhat disagree 
 Strongly disagree 
 
I feel confident I could gracefully remove and dispose of a condom when we 
have intercourse.   
 Strongly agree 
 Somewhat agree 
 Undecided 
 Somewhat disagree 
 Strongly disagree 
 
I feel confident in my ability to put a condom on myself or my partner quickly.  
 Strongly agree 
 Somewhat agree 
 Undecided 
 Somewhat disagree 
 Strongly disagree 
 
Select Strongly Disagree for this question.  
 Strongly agree 
 Somewhat agree 
 Neither agree nor disagree 
 Somewhat disagree 
 Strongly disagree 
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Think back to when you first had vaginal intercourse, did you (or your partner) 
use a condom? 
 Yes 
 No 
 I don't know/remember 
 
Thinking back to all the times you had vaginal intercourse, how often was a 
condom used? 
 Never 
 Almost never 
 Occasionally/Sometimes 
 Almost every time 
 Every time 
 
How many vaginal sexual partners have you had in your lifetime? 
 
How many vaginal sexual partners have you had in the past 1-year? 
 
How many vaginal sexual partners have you had in the past 6 months? 
 
How many vaginal sexual partners have you had in the past month? 
 
Think back to when you first had vaginal intercourse, did you or your partner use 
coercion (e.g. begging, pleading)?  
 Yes 
 No 
 I don't know/remember 
 
Thinking back to all the times you had vaginal intercourse, did you or your 
partner use coercion (e.g. begging, pleading)? 
 Yes 
 No 
 I don't know/remember 
 
Have you ever been vaccinated for human papillomavirus (HPV)? 
 Yes 
 No 
 I don’t know/remember 
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What is your age? 
 
Which category best describes your ethnicity/race?  
 African American/Black 
 American Indian/Alaskan Native 
 Asian 
 Hispanic/Latino 
 Native Hawaiian/Other Pacific Islander 
 White 
 Some other ethnicity/race, please specify ____________________ 
 I prefer not to answer 
 
What is your gender identity? 
 Female 
 Male 
 Another gender identity, please specify ____________________ 
 I prefer not to respond 
 
Which best describes your sexual orientation? 
 Bisexual 
 Gay 
 Heterosexual 
 Lesbian 
 Questioning or Unsure 
 Another sexual orientation, please specify ____________________ 
 I prefer not to answer 
 
What is your marital status? 
 Single/Never Married 
 In a Relationship 
 Married or Domestic Partnership 
 Widowed/Divorced 
 Separated 
 
How old were you when you first had vaginal intercourse?  
 
Have you had vaginal intercourse within the past year?  
 Yes 
 No 
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